Abstract One in seven women who have a baby will experience postpartum depression. Although there are many treatments for postpartum depression, many women do not receive assistance. When left untreated, this condition can have a deleterious affect on the woman's health/mental health, the child's cognitive, psychological, emotional and social development, the marital relationship and ability to contribute to society. This study examined 45 women's self-reported desire for PPD care and ability to obtain to these services in Erie County, New York. Results showed differences in desired care by race, differences in access to care by race and revealed the lack of PPD care in general.
Introduction
Depression is projected by the World Health Organization to be one of the three leading causes of mortality by the year 2030 (Mathers and Loncar 2006) . Currently, suicide as a result of postpartum mood disorders is the leading cause of death for women peri-and postpartum in the USA (Lindahl et al. 2005) . The most prevalent postpartum mood disorder is depression (PPD) affecting 10-20% of women (Moses-Kolko and Roth 2004; O'Hara and Swain 1996; Stuart et al. 1998 ). Yet, women's self-reports have shown up to 55% experiencing moderate to severe PPD (CDC 2002) .
Prevalence rates by ethnicity/race suggest that AfricanAmerican and Hispanic women experience PPD more frequently than do Caucasian women (Howell et al. 2005) . One study found up to 35% of the African-American female population reporting PPD symptoms (Moses-Kolko and Roth 2004) while another found 38% of MexicanAmerican participants with PPD (Martinez-Schallmoser et al. 2003) . Symptoms begin about 2 weeks after delivery and include a depressed mood, anxiety, short temper, feeling hopeless, lack of interest in the newborn baby or other activities in general, decreased appetite, lower levels of concentration/focus, feelings of guilt, depressed mood, and sleeplessness (United States Department of Health and Human Services 2005).
1996; Gregoire et al. 1996; Grigoriadis and Kennedy 2002) , home health care (Appleby et al. 2003; Armstrong et al. 1999; Mauthner 1997; Parke and Hardy 1997; Simons et al. 2003) , inpatient hospitalization (Boulvain et al. 2004) , psychiatric day treatment programs (Boath et al. 1999) and educational materials provided at discharge from maternity floors (Ahn and Kim 2004; Garg et al. 2005) .
Several types of counseling strategies have been implemented to improve PPD symptoms for women including short-term/long-term individual counseling Murray et al. 2003) , group counseling and support groups. Ideally, psychological treatments for the mother alone, coupled with dyadic treatment of the mother and baby appear to have the best outcomes with PPD symptoms decreasing and improved mother-baby bonding and interaction (Clark et al. 2003; O'Hara et al. 2000) . Counseling programs range from traditional such as cognitive behavioral treatment (Milgrom et al. 2005) to those that incorporate nontraditional interventions such as art and body therapy (Kersting et al. 2003) . Group treatments have included therapeutic group counseling (Craig et al. 2005; Klier et al. 2001) , psycho-education (Honey et al. 2002) , relaxation skills training (Dennis 2004) , partner support groups (Kostaras et al. 2000) , general support groups in the community (Chen et al. 2000; Maley 2002; MartinezSchallmoser et al. 2003; Olson et al. 1991; Scrandis 2005) .
When untreated, one in four women will continue to suffer with PPD 1 year after delivery (Gregoire et al. 1996) , and one in 21 women will have PPD 2 years after delivery (Lumley et al. 2003) . Women with untreated PPD are 300 times more likely to experience it again during subsequent pregnancies (Hamilton and Sichel 1992) with postpartum suicide during a relapse of mental health symptoms being the highest risk for death than any other medical condition (Bates and Paeglis 2004) . Additionally, not receiving treatment for PPD has short-and long-lasting affects on the mother, child and family (refer to Table 1 ).
Barriers to care
Women tend to not seek out professional treatment for PPD without external prompting (Brown and Lumley 2000; Chaudron et al. 2005; Lumley et al. 2003; Hearn et al. 1998; Small et al. 1994) . One study found that only 2% of women sought psychiatric services for mental health symptoms within the first postpartum year (Kendell et al. 1987) and another found that only one in three sought primary care physician assistance with mental health symptoms (Lumley et al. 2003) . The most commonly cited barriers to PPD care can be found in Table 2 .
It is difficult to find medical, mental health and spiritual counselors who specialize in or who have training in PPD interventions (Oates 2000) . This being the case, professionals tend to avoid talking about PPD because, if detected, the professionals are unclear as to the next steps to take (Gjerdingen 2003) .
The USA is the only Western country that imprisons women who have committed infanticide as a consequence of untreated postpartum psychosis (Hickman and LeVine 1992) . It is argued that many women who experience postpartum psychosis and/or other postpartum mood disorders who commit infanticide could be stopped earlier if there was a better structural system in place to provide assistance. Campbell et al. 1995; Carter et al. 2001; Johnson et al. 2001; NICHD 1999 Marital Relationship Male partner experiences the woman with PPD as overwhelming, isolating, stigmatizing and frustrating Conflict in the marital relationship Davey et al. 2006 Society Limited public understanding of PPD Blaming and "punishing" the woman (i.e., imprisonment, denial of mental health services by HMOs) Hickman and LeVine 1992; Peel 2001 Purpose of this study
An online search of medical and psychological search engines did not locate any research that evaluated preferred PPD treatment from the woman's perspective or the extent to which the preferred treatment was obtained. This study will examine connection to desired treatment in women residing in Erie County, New York, as well as any differences across races.
Materials and methods

Sample and procedures
Survey methods were used in this study and a convenience sample of 45 women living in Western New York who had or were currently experiencing PPD. Participants for the study were obtained through newspaper advertisements and referrals from local OB/GYNs (Obstetrician and Gynecologist) and a psychiatrist. Newspaper advertisements were posted in major newspapers in Erie County including several that were free to the public. Ads requested for women over age 18 who experienced PPD symptoms (symptoms were described in detail) to contact the research team to participate in the study. The OB/GYNs were made aware of the study via mass mailings and the psychiatrist was a consultant on the grant that funded the project. OB/ GYNs were requested to post a study announcement flyer in the office. Information on the flyer was similar to that in the newspaper ads. The psychiatrist verbally referred patients who currently had or have experienced PPD in the past to the project. The majority of study participants were obtained through the newspaper advertisements. Study participants contacted the research staff by leaving a confidential message on an office answering machine. Research assistants then contacted participants via telephone and reviewed the informed consent, HIPAA (Health Insurance Portability and Accountability Act of 1996) policies and inquired if the participant had PPD either currently or in the past. Women were asked if she experienced PPD in the past or currently and the duration of PPD. Women who had PPD and who consented and agreed with the HIPAA policies were interviewed over the telephone. A copy of the informed consent and HIPAA policies were sent to each participant with a gift certificate for a free haircut and color at Fantastic Sam's, a local chain hair salon, to compensate them for their time. Interviews typically took approximately 20 min to complete. At the end of the telephone interview, participants were debriefed to ensure mental health safety. Participants that indicated discomfort or reported a need for a referral for mental health treatment were provided information by the principal investigator. The principal investigator was made aware of the discomfort/need for a referral by the research assistants immediately following the interview. Only two participants requested a mental health counselor referral and one requested a primary care physician referral. No participants indicated to the research assistants during debriefing of any significant distress or discomfort.
A questionnaire was developed by the principle investigator, psychiatrist and research assistants to assess the biopsychosocial experiences of women with PPD and access to care needs (see Appendix). Questions were based on existing literature and on personal experience working with this population.
The majority of the data collected were categorical or nominal-level data; therefore, examination of the data was limited to nonparametric analyses. Frequencies and percentages were calculated to identify demographics and other individual characteristics of the sample. Pearson's chisquare analysis was conducted to determine significant differences based on race. As an alternative, a likelihood ratio chi-square analysis was conducted to determine any significant differences not identified using Pearson's chisquare due to the small sample size. These same analyses were conducted to determine differences between desired care and care actually received across the entire sample and by race. Approximately half of the women in this study reported a family history of PPD. Approximately, 47% had a mental health diagnosis prior to experiencing PPD; a majority of these women were diagnosed with depression and/or anxiety. Nearly 25% of the women were receiving antidepressant medications at the time of their pregnancy and eight of these discontinued medications when pregnancy was verified. These same eight women experienced the return of mental health symptoms postpartum.
Pearson's chi-square analysis showed several differences by ethnic group. Less than half of the women who were members of a minority race had private insurance-nearly three in four of these women received Medicaid assistance. The majority of Caucasians lived in suburban settings while their minority counterparts lived in urban areas.
Care received compared to desired care
While the majority of participants valued medical, mental health and spiritual assistance, not all participants received this care. Table 4 displays the areas of care women valued in order of preference compared to the care the women actually received. This information is then further broken down into the percentage of women who actually received valued PPD care.
The most valued professionals to provide PPD care were OB/GYNs, followed by psychiatrists, psychologists, primary care physicians, social workers, pediatricians and midwives. The most valued PPD treatments were identified as individual counseling, medication, in-person support group, hospitalization, online support group, and spiritual assistance/direction. Women reported receiving assistance from the following professionals in descending order: OB/GYNs, primary care physicians, psychiatrists, psychologists, mid- 
Race
While the majority of women sampled desired care and generally, most did not receive the desired care, difference in desired and received care were found by race. Caucasians valued professional care from OB/GYNs, social workers, psychologists, primary care physicians, psychiatrists, pediatricians, and midwives (refer to Table 5 ); whereas minorities valued professional care from psychiatrists, primary care physicians, psychologists, OB/GYNs, social workers, pediatricians and midwives (refer to Table 5 ). Caucasians valued the following PPD treatments in descending order: individual counseling, medication, inperson and online support groups, hospitalization and spiritual assistance/direction. Comparatively, minorities valued individual counseling, spiritual assistance/direction, in-person support group, hospitalization, medication, and online support group PPD treatments.
The most frequently received care by professionals for Caucasians was from OB/GYNs, followed by primary care physicians, midwives, psychologists, psychiatrists, social workers, and pediatricians. On the other hand, the most frequently received care by professionals for minorities was from primary care physicians followed by OB/GYNs, psychiatrists, psychologists, social workers, and midwives. None of the minorities in this sample received assistance from a pediatrician. Caucasians reported receiving medication and spiritual assistance/direction most frequently, proceeded by individual counseling, in-person and online support groups. None of the Caucasians in this sample were hospitalized for PPD symptoms. Minorities most frequently received individual counseling treatment. This was followed by medication, hospitalization, spiritual assistance/ direction, and online and in-person support groups.
Approximately, two in three Caucasians received OB/ GYN care compared to less than one in five women in minority groups (χ 2 =8.538). Alarmingly, however, nearly 20% of women in minority groups were hospitalized for PPD compared to zero Caucasians (χ 2 =4.590).
Access to PPD care
Despite differences between desired care and actual care received, just over half (n=25, 55.6%) of the women in this study indicated her access to PPD care was good to excellent. When participants were asked what impeded Desired assistance versus care received for postpartum depressionaccess to PPD care, seven (15.6%) reported not being sure who to speak to and the same number tried to find resources, but were unable to locate assistance. Six (13.3%) responded that she had a need for each of the following areas: lack of PPD education, PPD symptoms made it difficult to take action, pressure from family and friends did not help, and comments from health care professionals prevented access to PPD care. Although only 26.7% (n=12) of the women reported needing PPD care at the time of the interview, the majority of these women were minorities. Nearly half (45.5%, n=10) of women who were in a minority group reported currently needing PPD assistance, compared to only two (9.1%) Caucasian women.
Discussion and conclusion
This study looked at the self-reported preferred treatment for PPD compared to actually obtaining the desired care. Women indicated that all forms of assistance were valued, but few received the care they desired. As a result, half of those sampled reported difficulty assessing care with a quarter needing care at the time of the interview. These women described similar barriers to care as reported in the other studies focusing on PPD. Women in this sample reported receiving OB/GYN assistance for PPD most frequently compared to other professional assistance. Yet, six in ten women did not receive PPD care from her OB/GYN. Differences between desired care and received care may point to an underlying confusion among professionals and women with PPD: Is PPD a medical concern?, mental health concern?, combined concerns?, and what professions should be the primary portal of entry for women with PPD?
Considering medical professionals, it is unclear if care should be provided by (1) OB/GYNs who primarily focus on postpartum health and physical recovery of the women, (2) primary care physicians who see women postpartum infrequently, (3) pediatricians who primarily focus on the physical development of the child, but who see the mother and child most frequently postpartum or (4) psychiatrists who specialize in the medical and mental health management of depression and PPD, but who typically see women who are already being seen by a psychiatrist. The fragmentation of medical care makes the transition from desired care to actual care received complicated. Add to this complication the uncertainty of women about her symptoms, fear to discuss symptoms, and difficulty finding appropriate referral resources in the community to provide hands on PPD assistance results in further alienation. Considering the mental health and ancillary support professionals, only one in seven women were able to access desired care from a psychologist, yet approximately 75% wanted this assistance. Although other differences were not statistically significant, it is notable that nearly two in three women wanted social work care, but only one in fifteen actually received it. Again, these differences in desired care versus care actually received may reflect the fragmentation of the system as well as uncertainty about PPD specialists to refer women to.
Interestingly, the one in five women received spiritual assistance or direction with two in three women wanting this assistance. This difference in received care may be due to the perception of spiritual direction as connected to family support. Additionally, psychosocial aspects that contributed to PPD included difficulty finding assistance in the community and difficulty finding support from significant others, friends and family members. Instead, these women found support through religious leaders. However, how many of these leaders are trained to work with PPD, particularly given the traditional perception of female roles in many religions?
Supportive barriers to care included pressure from family and friends, unaccommodating comments from health care professionals, and difficulty motivating themselves to seek assistance due to their PPD symptoms. Not only were the women having difficulty finding the motivation locate help, but once the women did try to seek help, her efforts are not reinforced by professionals or by significant others in her life.
Care preference compared to care received Results of this study found significant overall differences between preferred care and actual care received for OB/ GYN, medication and psychologist services. The most frequently desired care was individual counseling with the most care received being OB/GYN. Even though pediatricians are often the most frequented medical professionals following birth for child well visits, it was the least received care in this sample. There are several studies that have shown the efficacy of screening for PPD during child well visits (Chaudron et al. 2004; Currie and Rademacher 2004; Seidman 1998) . Some reasons for this may be limited PPD education, underestimating the prevalence of PPD, underestimating the potential prevalence of PPD in one's pediatric practice, and lack of knowledge about PPD assessment instruments (Wiley et al. 2004) . Despite the reasons why pediatricians are not providing PPD assistance to mothers, PPD places children at higher risk for abuse/ neglect (Scott 1992) , and developmental stagnation/difficulties such as language delay and other cognitive deficits (Murray et al. 1999) . As the most frequented medical professionals by women postpartum it is particularly prudent for pediatricians to screen and intervene when appropriate.
Differences in women's PPD by race Caucasians in this sample predominantly lived in suburban areas whereas minorities lived in urban areas. While minorities more frequently made below $12,000 annually than Caucasians, they also used Medicaid services more often. Both races primarily had zero to one child when first diagnosed with PPD, but more minorities had two or more children when diagnosed than did Caucasians. Also, while both races showed evidence of taking medication when pregnancy was determined, minorities were more often prescribed medications and had medication discontinued more frequently.
Caucasians significantly valued OB/GYN care more than minorities. Although not significant, Caucasians valued other services more than minorities including medication, social workers, in-person and online support groups, psychologists and midwifes. This may suggest that Caucasians expect more services to be available for care. This expectation may lead directly to the care that is actually received as psychologists, primary care physicians, midwives, and spiritual support was more frequently received by Caucasians than by minorities. Additionally, OB/GYN care received was significantly different, with Caucasians receiving this care more often.
Minorities received more individual counseling and hospital inpatient treatment. It is noteworthy that four minorities were hospitalized for PPD symptoms whereas no Caucasians received inpatient treatment and more minorities reporting needing PPD assistance during the survey. Caution should be taken when considering this result, however, as severity of PPD symptoms are lacking in this study. Although minorities valued psychiatric care and spiritual support more than did Caucasians, these perceptions of valued care, such as psychiatric, may have been influenced by the predominant use of public assistance and living under the poverty level. Further, it is not surprising that this population of minorities valued spiritual assistance more than Caucasians as the "church" has a prime role in the urban minority community. Strength in religion and spirituality is a common resource for this population as well. Despite this value, however, more Caucasians received spiritual assistance than did minorities. These findings could be reflective of some evidence that some minorities (e.g. black Caribbean women in the UK) reject postpartum mental health symptoms and resort to resilience and empowerment to maximize psychological well-being in a society where being "strong" in the midst of adversity is a way to manage racism (Edge and Rogers 2005) .
Not only is there a clear need for improved access to care for women experiencing PPD, but there is evidence that available PPD care is not equally reachable by all. Women who are minorities, impoverished, and living in urban areas have more difficulty getting the care that is preferred as well as the care that is needed. More attention needs to be given to the services women experiencing PPD need and to the services that are available in order to proactively address this globally emerging mental health care issue. Medical, midwives, and mental health professionals' education needs to include training in assessment and treatment of PPD. In addition, greater awareness of the symptoms and challenges associated with PPD are needed to inform and educate the general public, women, and families. As well, residual and preventive programs need to be made available in the community such as encouraging supportive partners, respite programs, and mother-infant dyad groups.
Study limitations
Due to the participant recruitment procedures employed by this project, generalizability of study results may be limited. Further, this study was conducted in the USA, further limiting generalizability to women living in other countries. Limitations to reliability are also posed due to the inability to prove other than by verbal report that women indeed had experienced PPD. Some responses indicate the experience of postpartum blues rather than full blown PPD, yet the women reported having PPD.
Additionally, the severity of PPD symptoms was unable to be discussed in relation to study findings. Although participants were administered the Edinburgh Postnatal Depression Survey to determine the severity of PPD, results were not reported here due to an inability to determine if women were reporting current or past severity of symptoms. Along these lines, according to the ways in which participants responded it appears that some were pregnant when reporting PPD symptoms. Therefore, study results need to take into account that some participant may have been experiencing perinatal depression rather than postpartum depression. 
